
the two point test to be made (Fig. 4). The distance
between the two points may be read on the millimeter scale.
A camel's hair brush, C, to test tactile sensation is available
by unscrewing and reversing the screw, 3, as shown in Figures
2 and 4. The threads (4) in Figure 2 are made to hold
the head of the hammer, A, when this part is unscrewed
when testing pain sensation or the two point test. Figure 3
shows the hammer in place. It was thought that by having
a definite place to put this part when not in use there would
be less likelihood of losing it and less need to hunt for it
among the bedclothes or in one's pockets. The point D in
Figure 2 will be found sufficiently rough and sharp to use
in testing for the abdominal, cremasteric and Babinski and
allied reflexes. The rubber tip and the camel's hair brush
are parts which wear, and these are therefore made so as to
be replaceable. The hammer is made by the Klett Manufac-
turing Company, 202 East Forty-Sixth Street, New York City.

515 Park Avenue.

RECTAL BINDER

A. J. Chisholm, M.D., Denver

Having had difficulty in finding a suitable binder for use

in cases following rectal operations, especially fistula, when
the patient is required to wear a gauze pad for a few weeks,
I designed the binder shown in the accompanying illustration,
which, I believe, is superior to any so far used. The cost
is nominal.
The binder, which is adjustable, is supported by an

arrangement of tapes fastened to a waistband. In detail, it
is a cloth band (a) per-
manently fastened by
one end, the back, to an

elastic belt (b), which
is provided with a
buckle for "waist" ad-
justment. The other
end of the cloth band is
hemmed (c), so that this
end of the band can

slide on an elastic tape
(d). The elastic tape is
made in two parts hav-
ing a buckle connection
for adjustment, and its
extreme ends slide on

b

Rectal binder.

the elastic waistband (b). The plain end of the elastic tape
(d) is passed through the hem of the cloth band (a), and
is then adjusted to the right tension by means of the buckle
on the end of the other part of this tape.
The features of this binder are thought to be new and use-

ful in that the binder retains rectal dressings and at the same

time provides ajnple adjustment for the convenience of the
patient. Binders can be obtained from the Butterfield Sur-
gical Company, Denver.

830 Metropolitan Building.

GUMMA OF THE FOREHEAD WITH RINGWORM:
REPORT OF A CASE

Herman Goodman, M.D., New York

The recent report of penile chancre with ringworm 1 recalls
the following case:

M. S., aged 32, married, presented himself at the New
York Skin and Cancer Hospital (in the service of Dr. C. M.
Williams, absent on military duty), June 11, 1917, with an

eruption on the forehead, over the right eyebrow but not

involving the hair there. The lesion was about the area of
a half dollar, raised and rather firm, without evidence of
vesiculation at the border or of ulceration in any part. The
patient said that, except for its appearance, the lesion was

1. Eichenlaub, F. J.: Penile Chancre with Ringworm, J. A. M. A.
79: 1518 (Oct. 28) 1922.

not the source of any subjective symptoms, such as itching
or burning. The lesion had reached the size mentioned about
two weeks previously. No history of syphilis was elicited.
The wife and only child were supposedly healthy.
My clinical diagnosis was gumma; but, to satisfy one of

the associates that there was no evidence of ringworm, scrap-
ings were examined. To my surprise, on microscopic exami-
nation I found spores, and the culture on Sabouraud's
medium was positive. The growth presented the morpho-
logic characteristics of small spore ringworm, but no further
differentiation was made. This culture was carried on for
a period, and it was utilized in some experiments to determine
the lethal qualities of drugs commonly employed in the treat-
ment of ringworm of the glabrous skin, as well as in the repe-
tition of the experiment to show that the roentgen ray does
not deter the growth (the latter performed with Dr. W. J.
Young).
The Wassermann reaction was reported three plus on blood

withdrawn on the day of admission and a month later. A
test of the wife's blood was also reported strongly positive.
The patient received antisyphilitic treatment (arsphenamin),
and the lesion entirely cleared. I examined the child, bv.t
could find no tinea. How the ringworm infection was

acquired was not determined. The patient was a chauffeur ;
and there were no pets at home. It seems that the primary
lesion of the skin, the gumma, allowed any chance contami-
nation a better fiels! for growth than the unaffected skin. In
this manner, other skin affections may prove to have tinea
or yeast thriving on the surface, or even deeper in the lesion;
yet these organisms are not causative or primary in nature,
but purely secondary and contaminating associations. Indeed,
scrapings from apparently normal skin have been known to
give growth on culture, either for the dermatophytes or the
yeasts.

15 Central Park West.

EXCESSIVE GOLF FOLLOWED BY MUSCULOSPIRAL
PALSY

Cornelius C. Wholey, M.D., Pittsburgh

A man, aged 35, consulted me because of severe pain which
would come on as soon as he lay down, and which disturbed
his sleep. The pain was located to the left of the spine over
the lower part of the neck. The peculiarity of the pain was

that it would largely disappear when the patient was up and
about his work, but, no matter what position he lay in, it
would continue. Examination revealed a pronounced weak-
ness involving all of the extensor muscles of the left upper
extremity. The ability to extend the wrist against resistance
was very weak. In fact, the wrist was held in a partially
wrist-drop position. Extension of the fingers, and at the
elbow, and at the shoulder were proportionately weak. The
hand grip was also very much reduced in strength. There was

a similar weakness in the power of supinating the forearm.
Testing for sensation revealed that there was numbness over
the radial surface of the thumb, and the patient complained of
having noticed prickling and numbness in the tip of this and
the index finger. The patient had noticed an area, of about
4 inches in length and 2 inches in width, of numbness along
the middle dorsal surface of the forearm, which I was able
to demonstrate by testing for touch and pain.
It was evident that there was an involvement of the entire

musculature supplied by the musculospiral nerve. All of the
deep reflexes of the extremity were exaggerated. There was
some tenderness on pressure over the nerve trunks. There
was a small area of marked tenderness on pressure between
the inner, upper angle of the scapula and the lower cervical
spine. The sharp pain of which the patient complained and
which became so pronounced on lying down was mainly over
this area.
The peculiar circumstance of the pain being so noticeably

aggravated by the patient's lying down, together with the
existence of the tender area along the lower neck behind,
made me regard the nerve involvement as being largely of
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